about 120, and was soft and dicrotic. Coughing was often troublesome. Dyspncea was also present, and was sometimes aggravated by paroxysmal attacks of great severity. V'omiting occurred at times. Towards the end, which came on the eighteenth day of the illness, some cedema of the lower extremities and of the vulva was present. At the necropsy the pericardium was found to be adherent to the heart, and intimately so at the base. The pericardium was thickened, acutely congested, and lined with gelatinous exudate. The lheart was very much enlarged. The walls were congested, and on section dripped blood. All the cavities were dilated. The valves presented no change, save that the margin of the mitral valve was thick and puckered. There was collapse of the lower lobe of the left lung, and a patch of pleural thickening and congestion (recent) over the base of the right lung. A microscopic examination of the cardiac tissues has not yet been made.
Case of Acute Partial Heart-block. By A. HOPE GOSSE, M.B. S. P., AGED 12 years. History: As a child the patient had frequent sore throats. At the age of 10 years he was admitted to the London Hospital with rheumatic pericarditis. After he was discharged he remained as an out-patient for eight months on account of persistent praecordial pain. At the age of 11 years he was again admitted with acute rheumatism, and remained an in-patient for two months. He was transferred to the Cardiac Department under Dr. Mackenzie, and after two months as out-patient was admitted a third time on account of increasing preecordial pain. It was on this occasion while under observation that he developed acute heart-block.
Course : Apart from an attack of tonsillitis immediately after admission his chief symptom throughout was praecordial pain. He also had irregular pyrexia for thirteen days, and it was during this period that he dropped beats. The jugular tracings show that he had a normal a-c interval (less than one-fifth of a second) on admission. This interval increased to over one-fifth of a second in about a fortnight, and three weeks after admission the dropped beats occurred, associated with an a-c interval reaching two-fifths of a second. The dropped beats occurred on two consecutive days, and then the a-c interval gradually diminished and on discharge of the patient it was equal to one-fifth of a second. On one of the days of the dropped beats he had an attack of more severe prwcordial pain during which he becaille cyanosed, had distress in breathing, and a small pulse. The attack soon passed off. After discharge his a-c interval was still one-fifth of a second and under.
Apart from the temiiporary heart-block he has an adherent pericardium, aortic incompetence, and rheumatic nodules, but these present no special features. Blood cultures taken when in hospital were negative.
The case is, I think, especially interesting in that there are graphic records before the block developed, as well as with the block and after it.
Dr. ALEXANDER MORISON said he was interested to hear of the large number of cases of auricular flutter which Dr. Sutherland had himself observed, as, until last year, the total number collected from the literature was only thirty. The case referred to, which had been under his (the speaker's) care at the Great Northern Central Hospital in 1903, was peculiar in that the auricular sounds were audible. The condition was accidentally discovered in the course of jugular auscultation. They bore a close resemblance to those of the fcetal heart, and he had therefore termed the condition jugular embryo-cardia. He had only occasionally since heard something resembling them in cases in which the auricle was distended in cardiac failure, but never again so distinctly. There were about two auricular pulsations to one ventricular (240: 114), and their comparatively slow rate probably accounted for their force and audibility. The actual vibrating medium was probably the jugular valves of the bulb and the contained blood. He did not know why Dr. Sutherland should doubt that his were cases of auricular flutter; it was difficult to account for the succession of well-marked waves except on the supposition that the auricle was acting twice or thrice as often as the ventricle, and although "flutter" was a term commonly used, he did not understand why it should not be called auricular tachyeardia; they certainly seemned to be pulsations of the auricle, although it was possible that ventricular action might cause some mechanical vibration. The ventricular rate did not seem to have borne a definite ratio to the auricular rate, but this he did not regard as necessary. In the case described by Dr. Gosse there was a condition of so-called " block." He did not wish to appear presumptuous in questioning a view so commonly held, but he did not see any necessity for considering that the one had any relation to the other. The conceptions of the growth and relations of the nodal structures were at present absolutely unsettled, or should, in his opinion, be so regarded. He did not deny that these nodal structures had some relation to the heart beat. The question was whether, in these cases of auriculoventricular discord, one was dealing with a condition originating in muscle and propagated by muscle, and the auriculo-ventricular node was to be looked upon as a spring-board from which impulses from above were transmitted; or whether one was dealing with a more complex condition in these structures, of the nature of muscle spindles, regulated by the nervous system. In the latter case one could understand why it was that many auricular beats did not " come through," as the term goes, but which need not for that reason be regarded as " blocked." The ventricular action seemed capable of taking care of itself, while its rate was not necessarily determined by that of the auricle. He asked Dr. Gosse privately whether he had noticed any alteration in the rhythm on movement made by the patient, but he had not done so. It would be interesting to make that observation in such cases. In the majority of cases of what could truly be called " flutter " there might be a very great disproportion between the beats of the auricle and the ventricle, and the auricle might have reached its maximum rate and be uninfluenceable by accelerants, as was first shown in the case published by Hertz and Goodhart. But one was capable of accelerating the ventricle by atropine. Therefore, even on generally accepted lines, one would hesitate to say that an accelerable ventricle was subject to muscular block when a dose of atropine could raise the ventricle to a higher rate than it had before. This criticism applied if by " heart-block" one was only to understand a muscular transmission through these structures. In the genesis of these structures there was a certain period in the evolution and development of the heart when septation occurred and the auriculoventricular node sent its bundles or branches down on both sides of the interventricular septum by bifurcation, but it could not bifurcate until there was a septum to receive the branches. The auriculo-ventricular bundle was therefore of comparatively late development in the embryology of the heart. He considered he was the more justified in expressing this opinion as he was not speaking altogether hypothetically, for he had exhibited a case of congenital malformation in this Section which, on examination, showed a remarkable condition of the node and bundles. There was a large inter-auricular spacethe so-called foramen primum-and the auriculo-ventricular node was subepicardial. While the right bundle supplied both ventricles, there was a diverticulum to the left of the node, which was itself divided by fibrous tissue. This curved round the back of the left auricle and tried twice, by branching, to reach the ventricle, but without success. This fact was, he considered, sufficient evidence that, in this case, one was not dealing with the aboriginal cardiac tube, but with a growing differentiation of mesoblast, which supplied the ventricles and influenced their action in a later stage of the development of the heart, and which had other than a merely conductive function on muscular lines. That function he considered to be related to and regulated by the nervous system, and not dependent upon the muscular movement of the auricles.
Dr. JOHN PARKINSON expressed himself as being very interested in Dr. Sutherland's observations. Most of the work in connexion with auricular flutter had been done in cases of chronic disease, which were readily observed. It would require time and further patient observation before the tachycardias of acute infections could be definitely separated off into their natural groups. He considered the cases now recorded were instances of auricular flutter, and the only thing which made him hesitate--as Dr. Sutherland himself had hesitated-was the fact that certain cases had been seen in which jugular tracings seemed to indicate flutter, yet electrocardiograms showed that flutter was not present. There were a few such cases, and they formed a difficulty which Dr. Sutherland acknowledged. He hoped it would soon be possible to understand why polygraphic records led one astray, because in acute conditions polygraphic tracings had many advantages; it would be a great pity if investigations at fever hospitals should be stopped, or limited, by the fact that an electrocardiogram was not obtainable. There was a very wide field for such work as Dr. Sutherland was doing. In the future the whole of the various infections might be studied from this point of view, and results would be obtained of scientific importance, of prognostic value, and having a bearing on treatment.
Dr. SUTHERLAND said that the Section was fortunate in having had the demonstration by Dr. Gosse. It was curious that, though the subject of disordered rhythm of the heart had not previously been dealt with at the Section, two papers on the matter should have been read at one meeting. Dr. Gosse's illustrations of heart-block in acute disease were very interesting. In some of Dr. Gosse's tracings he thought he detected the pulsus alternans. In reply to Dr. Alexander Morison, he agreed that the name "auricular tachycardia" was preferable to that of auricular flutter.
Dr. GOSSE replied that lie agreed one of the tracings apparently showed definite pulsus alternans in connexion with about six of the radial beats.
